In a speech on 13 November 2001 to the Royal College of Physicians and Faculty of Public Health Medicine, Lord Hunt described the Government's vision of the future of public health in England. His talk was well received by many in the audience, but not by all. In this age of evidencebased medicine it is important to consider whether the proposals are soundly based and are likely to achieve the goal desired by allÐhealth improvement of the population.
PROPOSALS
The proposals for public health need to be considered within the context of other proposals by the Government in the NHS Plan 1 , Health Inequalities 2 and Shifting the Balance of Power in the NHS 3 . The underlying aspiration is stated to be to devolve greater power to frontline staff and communities. Primary care trusts (PCTs) are to be the most local NHS organization,`led by clinicians and local people'.
It is envisaged that each PCT will be responsible for a population of about 100 000. There will be about 300±500 PCTs in England, though the actual number does not yet seem to have been decided. Each PCT will have a director of public health and a support team. The directors will be board-level appointments. It is envisaged that`the focus of their activity will be on local neighbourhoods and communities, leading and driving programmes to improve health and reduce inequalities'. They will also have to forge partnerships and in¯uence local agencies to ensure the development of health improvement and healthcare programmes.
Lord Hunt acknowledged that local action will need to be underpinned by specialist expertise and skills in public health that cannot be provided in every PCT. Public health networks will be established to`pool expertise and skills' and act as a`source of learning and professional development'. This network is not to be an additional tier of management and will not adhere to a rigid geographical boundary. It is intended that the design and composition will be decided locally, and managed from the bottom up. Development of these networks is seen as crucial; therefore the`regional directors of public health will coordinate dicussion to design the new networks'. Regional directors of public health represent (and are employed by) the Department of Health in each of the nine regional of®ces of government. They will be responsible for addressing the wider determinants of health in their regions and will have`a lead role for health protection and some responsibilities in relation to the NHS'. Since local authorities are regarded as key partners, the case is made for PCT directors of public health to be appointed jointly by the PCT and the local authority. In the longer term it is envisaged that links between public health and environmental health will be`further strengthened and enhanced'.
In addition to the regions and PCTs there will be strategic health authorities (StHAs)Ð28 of them, covering an average population of 1.5 million. They will be co-terminous with an aggregate of local authorities' but`cut across government of®ce boundaries'. The major functions of the StHA will be to create a coherent strategic framework for the development of NHS services and to consider how these can be delivered area-wide. The regional directorates and the StHAs will be accountable to the Secretary of State. The StHAs will`manage performance across organisational boundaries and networks' and`will lead on the creation and development of public health networks'. Lord Hunt emphasized that PCTs would be the key foundation for public health, underpinned by the expertise of the public health networks. At StHA level he indicated that there would be a doctor with`the appropriate strategic management skill to undertake this function as a member of its executive team'. It is not clear whether this individual will have any public health medical background.
In addition there was reference to public health surveillance, and tribute was paid to the work of the Public Health Laboratory Service (PHLS) and local consultants in communicable disease control. Lord Hunt, unfortunately, did not elaborate on the con®guration or relationships of this extremely important activity to PCTs, StHAs or regions. Proposals have now been published by the Chief Medical Of®cer 4 .
Lord Hunt's analysis of the public health function emphasized the need to address inequalities in health and to tackle the major care areas identi®ed in government policyÐnamely cancer, coronary heart disease and child health. Presumably this also includes mental health and the elderly, for which National Service Frameworks have already been promulgated.
This brief outline demonstrates the challenge facing the public health function, but several issues need closer scrutiny.
PAST EXPERIENCE
Some of the propositions put forward are reminiscent of the situation in England before 1974. Lord Hunt emphasized that he considered this to be a`glory time' by recounting how effective public health was in Oxford where he was a local authority councillor. It is correct that the medical of®cer of health (MOH) for Oxford at that time, John Warin, was an outstanding individual and Oxford had an excellent public health department. It had achieved a very high level of success in its programme of immunization through the close relationships Warin had built up with local general practitioners and through his success in extending the role of health visitors, whose responsibilities were widened to include the whole family. He pioneered the attachment of health visitors to group practices 5 . However, the situation in other parts of England was not as rosy as in Oxford. It is thus important, when looking at the current proposals, to recall the dif®culties experienced between 1948 and 1974.
Before the First World War, public health¯ourished and had great impact on social policies 5 . The main focus was on surveillance, containment and prevention of infectious disease. Matters changed between the two World Wars with the introduction of, for example, chemotherapy, insulin, liver extract and vitamins and a widening of the possibilities open to clinical medicine. Moreover, general levels of health were beginning to improve despite much unemployment. The ability of public health to in¯uence wellbeing was not as great as in the previous century. There were fewer`heroes', with exceptions such as McGonigle of Stockton-on-Tees who showed how rehousing of people in new premises with higher rents led to inadequate nutrition through loss of disposable income. The major interest of public health practitioners was in the governance of hospitals, which were transferred to local authorities from the Poor Law Administration in 1928. An example of the failure of public health practitioners in the period 1930±1940 was the lack of drive to introduce universal diphtheria immunization, which resulted in about 20 000 preventable deaths. Nonetheless, Godber 6 has pointed to the great strengths of some MOHs who were moving from the sanitary revolution to the development of personal health services,`though with some friction with the general practitioners and not a great deal of help from the paediatric and obstetric hospitals'.
It had been expected that the NHS would be introduced through the expansion of the services provided by local authorities. Seeds of antagonism, however, had long been evident in the relationships of local authorities with the powerful voluntary hospitals and with general practitioners. Public health, not for the ®rst time or the last, failed to grasp the political reality. Thus when the NHS was introduced local authorities became responsible only for a range of environmental and personal health services (including maternity and child welfare clinics, health visitors, midwives, health education, and vaccination and immunization). They were also in charge of the ambulance service. The MOH was still the key local authority health of®cer, and funding for public health services provided by local authorities came from central government grants and local rates.
With the separation of public health from the NHS there was a gradual decline in the capability of public health doctors to have a major impact on health services. Similarly their status within local authorities, and thus their ability to in¯uence local policies, declined especially when social work and environmental health were separated from the MOH in 1970 and 1972, respectively.
The period 1948±1970 also saw a decline in the attractiveness of the local authority public health service as a career option. There were con¯icting views on the role of public health doctors, but by the time of the Todd Report on medical education 7 there was a majority opinion that change was needed. Morris 8 was ®rst to de®ne the role of the community physician, as the individual responsible for community diagnosis and as such for providing the information required for ef®cient and effective administration of health services. He emphasized the importance of cooperation. His views were endorsed by many leading public health practitioners, but as Lewis 9 makes clear, MOHs accepted the concept mainly because`they understood it to mean a substantial rise in status for the specialtyÐa move at last away from the public health with its undertones of drains and sewerage'. Another very important development at this time was the foundation of the Faculty of Community Medicine (now Public Health), which has been fully documented by Warren 10 .
The need for change in the structure and organization of public health had become increasingly obvious since the introduction of the NHS in 1948. The ideas and concepts put forward by Morris and others provided an enormous incentive for many to enter the ®eld. The separation from control by local government was also greeted with general relief. While a few authorities, particularly counties, treated public health as a professional activity, many local councillors interfered in public health activities and subverted necessary actions for`political reasons'Ðe.g. on housing, education and the environment.
The period 1974±89 was one of great turmoil for public health physicians. Community medicine was regularlỳ reorganized' and its practitioners had to reapply repeatedly for their positions. The one tangible gain was the establishment of a sound system of education, training and professional development both in the universities and in the NHS, aided and supervised by the Faculty of Community Medicine.
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CRITICAL REQUIREMENTS FOR PUBLIC HEALTH
Elsewhere I have outlined the critical requirements of public health as follows:
An effective public health service must identify and be responsive to major public health problems, and be ef®cient in promoting strategies to combat them. If no well-attested solution is available, an effective service ensures that appropriate investigation is mounted in order to develop the body of knowledge and de®ne the means of solving it, and thus to identify suitable methods of protecting the public's health. The intelligence system maintained by the service should provide appropriate mechanisms in order to undertake these public health tasks' 11 .
Examples of the problems that need to be addressed are inequalities in health outcomes in different places for patients treated for cancer, appropriate transport strategies to deal with local road accident hot spots, or an outbreak of salmonella in a school. If this is accepted as the main principle underlying public health activities then a diagnostic surveillance system is essential to assess situations and devise appropriate actions. Ideally public health should in¯uence all sectors of society. Public health must have the ability to initiate action through the mobilization of resources, or the ability to in¯uence those responsible for executive action to undertake corrective or preventive activities. It permeates through all social, environmental and other activities of populations, whether it is farmers producing food or growing tobacco, or water engineers devising a clean water supply, or doctors providing preventive or curative services. Here are the major issues facing public health practitioners (PHPs).
1. How can the PHP in¯uence the provision of and be accountable for public health activities? PHPs cannot act in isolation. They are always dependent on government, at central or local level, for the freedom to practise their discipline effectively. There is a universal failure to recognize the nature of professional responsibilities for the public's health. Often public health knowledge and experience goes counter to belief and accepted practice. It can be dif®cult to convince people of the appropriate course of action; a good example from the past was the belief of Florence Nightingale and her followers in the miasmatic theory of contagion whereas PHPs of the day believed in the transmissibility of infection. More recently the National Service Framework for Coronary Heart Disease proposed the general use of population risk screening by general practitioners, for which there is no evidence of effectiveness 12 . Usually PHPs are given bureaucratic and ®nancial responsibilities without the time necessary to in¯uence policies in ways that might improve the public's health.
2. As a result of political interest, often perceived by professionals as interference, the PHP is not free to identify public health problems, de®ne priorities and provide solutions. The media, and subsequently public opinion, may affect the decision-making process, and trivial but newsworthy problems may be given unwarranted attentionÐ e.g. lead pollution from motor vehicle exhausts rather than lead contamination of water supplies from lead pipes.
3. OrganizationÐpublic health plays a vital role, at present, in the management and organization of health services. The new plan envisages that it will also play a crucial role in other servicesÐe.g. social and environmental. However, decisions about reorganization are usually taken without the involvement of those who have the most relevant specialized knowledge, and PHPs are then given the task of implementing operational decisions without being party to the strategic planning.
4. Dissemination of information and research ®ndings is an essential function of the public health discipline, if progress is to be made in using resources to best effect. There are often, however, obstacles to performance of this function. These may arise from dif®culties in relationships with the media. Despite the potential of press and radio and television as powerful tools in public health information and health promotion, journalists tend to neglect major public health issues in favour of minor but headline-making scares. There are further hindrances to the availability of data to assess problems and ®nally there is the major obstacle of the variations in the agendas of the authoritiesÐe.g. health, social services and educationÐwhich are responsible for public health 13 .
These are the skills and functions identi®ed by the Faculty of Public Health Medicine as the key activities and standards for PH practice 14 . It is thus necessary to examine how the tasks considered important by the Department of Health can be ful®lled by the proposed organizational structure. and in¯uence to meet local needs`within the context of clear national standards and a strong accountability framework'. There will be decentralization and`empowerment'. There will be close cooperation and coordination between health and local government authorities. Appointment of chairs and non-executive directors of the new authorities is to folloẁ procedures of the appointments commission'; chief executives are to follow guidelines laid down by the Department of Health and the Leadership Centre while directors will be appointed by the chairs and chief executives.
PROBLEMS FOR PUBLIC HEALTH
Before considering the tasks public health is expected to take on, let us examine whether the organizational structure will enable PHPs to perform effectively. Relationships and staf®ng at the different levels within the proposed new structure are ill de®ned. The proposals, despite the rhetoric, imply far greater central control and less ability to be concerned with local conditions than we have at present. The lack of input by democratically elected representatives (a problem since 1974) into decisions at PCT and StHA level is bound to reduce ability to improve levels of health in relation to local needs, because of lack of ownership' by the authorities responsible for education, environment or employment, all of which in¯uence health. There continues to be confusion between the provision, planning and management of health services and clinical services.
The lack of detail about the staf®ng and relationships of public health at PCT, StHA and regional levels is worrying. Although it is suggested that the PCTs and the networks of public health specialists at other levels will not work hierarchically but be established by`organic, bottom-up approaches', this does not seem to comprehend the dif®culties the various organizations are likely to face, nor how priorities will be established when help is needed in the face of competing demandsÐfor example, to solve a routine problem or to deal with an outbreak. Of even greater concern is how the necessary training and support will be organized and linked to established academic institutions.
If the proposals were regarded as developmental, then it would be feasible to experimentÐto evaluate various different structures and then choose the most appropriate. But, as with so many current political initiatives, structures are likely to be imposed, and to be based not on evidence but on the ideas of advisers and politicians who lack knowledge of what worked and did not work in the past.
1. A fundamental drawback is that the new structure is to be based on the patients served by several general practices that make up the PCT. Public health, however, is concerned with the health of populations and not individuals and thus needs access to a de®ned, enumerated population.
Although some PCTs are co-terminous with de®ned local authority areas/boroughs or wards, many are not. Many general practitioners, though not all, have a population register, but few of these identify the social characteristics of their patients. Thus one of the ®rst tasksÐa profoundly complex oneÐwill be to establish a de®ned population register for public health purposes which includes the characteristics of the population covered (or`at risk') with more details than age, sex and address. Where PCTs are coterminous with local authority wards or enumeration districts this information is available from census data. Elsewhere, resources will be needed to construct it. Some current health authorities have developed population pro®les for their primary care groups; whether these will meet all needs is questionable.
Major dif®culties arise in the use of general practitioner data or characteristics other than age and sex because of the concerns for patient con®dentiality and the requirement under the Data Protection Act to obtain permission from the patient for the release of this information. If public health is primarily involved in the task of tackling inequalities in health, denominator information is crucialÐ but some individuals do not consult general practitioners, so permission could not be obtained from these individuals for release of data on such things as occupation (or lack of it), past illnesses and so on. Those possibly at greatest risk, the mobile young, are the least likely to be represented on a general practitioner register.
2. Various methods of appointment for non-executive directors (members), chairmen and executive directors have been used over the years. All have advantages and disadvantages. For public health consultants the method of appointment used by all other medical specialties has been used up to now. This approach was designed to ensure the appointment of properly quali®ed individuals. With the opening up of the specialist grade to non-medically quali®ed practitioners the medical procedure is obviously inappropriate. It is essential, however, that it has similar characteristics to ensure that the directors and specialists appointed are properly quali®ed. If public health is to provide an independent voice then its practitioners should not be appointed on the whim of a chief executive or central authority; it is crucial that they be considered as professionals and that this should govern the method of appointment.
3. Appointment of non-executive directors who apply, or are invited to apply, for such posts can be troublesome. In my experience of serving on several bodies over the past 25 years these directors undoubtedly expedite matters and promote the ef®ciency of the board or authority. They also offer a wealth of experience, whether from business or from government. The major dif®culty is one of`ownership' and representation. In the period 1974±1989 some members (a minority) of an authority represented the local
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V o l u m e 9 5 A p r i l 2 0 0 2 authority, local trade unions and the local community. Sometimes they were themselves locally elected councillors. Often they were considered a nuisance both to the authority and to central government because of the issues they exposedÐe.g. opposition to contracting-out of services to the private sector. But at least they had a democratic backgroundÐthey could fail in re-election locally. Furthermore they had in¯uence with the local authority and local bodies and thus ensured a degree of`ownership' by them. If there is to be more coordinated working between health and other authorities such as local government and education, appropriate democratic representation is crucial. If local decisions are to be made on the basis of local needs the individuals in charge should owe their allegiance to local organizations and not to central ones. 4. If, as stated by the Government, the major task is to reduce health inequalities it is important to consider what can actually be done. A review 16 by the Health Development Agency tries to tackle this. The document provides an exhaustive summary of all the national proposals and gives some examples from community strategies, health improvement programmes and health action zones. Though the examples given are of great interest, some lack any account of implementation and only a few include evaluation. Thus, once again, public health is being forced to initiate and coordinate programmes for which there is little evidence of effectiveness.
5. The proposed organization of public health risks creation of even more dif®culties. The events of 11 September and the release of anthrax spores in the USA have highlighted the importance of public health in health protection, health intelligence and health information. The US is said to admire the existing British system of public health control and the recent US±UK agreement on cooperation calls for continuing development and expansion of this structure. Instead, if the current proposals are implemented as they stand, we will dismantle it.
6. The concentration of effort at local level through PCTs is welcomeÐbut one has to consider the requirement for human resources and expertise if the tasks envisaged are to be performed. The lack of emphasis on one of the fundamental tasks of public health, health protection and disease control, is unfortunate and disturbing. The most recent report to comment on this de®ciency was the Acheson Inquiry 17 , which was prompted by two outbreaks of infectious disease. Unfortunately the legislation suggested by Acheson for the control of infectious disease never came about; a recent document from the Chief Medical Of®cer again emphasizes the need for such legislation. At this time, public health was diverted from its proper role, in preventing, protecting against and controlling disease, as it became entangled in the bureaucratic processes of developing contracts for clinical services. The development of supra-PCT networks of public health specialists may or may not provide the necessary expertise for PCTsÐthe lack of detail and the scant consideration of the implications of the proposed changes make comment dif®cult, except to point out that for at least the fourth time in 27 years public health practitioners will have to compete for jobs. On the evidence of previous episodes, this process will cause many experienced practitioners to leave the service. The effects on an already depleted workforce can only be guessed at. It can thus be seen that the prospects for public health in the new structure are not rosy.
AN ALTERNATIVE FUTURE
Even at the start of public health activity in the 19th century, public health was subservient to bureaucratic domination. It is extremely dif®cult to devise an independent public health system capable of in¯uencing the activities of health, social, educational and other authorities at all levels. Only where public health has been set to tackle major individual problemsÐas with tuberculosis or smallpoxÐhas it been able to act effectively. An example of a successful method of organization was the US Public Health Service, which was accountable for overall achievements rather than speci®c activities. PHPs must be part of an independent authority not beholden to any speci®c interest group, but with input into both strategic and operational decision-making in all forms of policy with an impact on health. Only if the PHP is able and willing to provide uncomfortable, unwanted, advice is the public health function likely to be adequately performed.
As long as public health remains enveloped within a bureaucratic and administrative structure, the con¯icts and dif®culties are likely to be too great. However, there is a danger that, if removed from the structure of the National Health Service, public health would become even more remote. The past separation of provider and purchaser authorities did offer a chance to circumvent the dif®culties outlined, but unfortunately was never completely realized. The proposed structure of PCTs, networks, strategic health authorities and regional departments is likely to lead to even more confusion and to more con¯icts between authorities, individuals and their responsibilities and tasks.
There is little disagreement about the major challenges facing public health. One solution would be to separate the public health function and create an independent organization capable of in¯uencing the activities of all authoritiesÐ e.g. health, education, social services. Such an organization, however, was rapidly dismantled in New Zealand 5 in the early 1990s when it began to give uncomfortable advice on tobacco control. For effective action public health must be able both to investigate and to intervene in the activities of all sectors of society. Experience indicates that there are several levels at which public health policies must be able to act. Since we are part of the European Union and diseases do not recognize boundaries there must be a suitable presence at supra-country level. This is important even within the UK, since we have separate administrations in England, Northern Ireland, Scotland and Wales. Differences in structure, organization and methods are already beginning to emerge. It would be unfortunate if we did not build upon the strengths of uniform professional standards and training within the UK in coordinating national policies for such hazards as smoking or air pollution. Within England it is envisaged that there will be regional directors in the outposts of government at the regions. The public health problems of regions will differ; for example, the environmental-health concerns of the north-east and north-west will differ from those of the more af¯uent south-east. Thus a strong regional public health presence is crucial. The dif®culties arise at the lower levelsÐthe proposed StHAs and PCTs. It is unlikely that there are suf®cient experienced, able PHPs for an adequate cadre in each of the proposed authorities. As with all other professional activities, the individuals in charge must not work in isolation; they must be exposed to peer judgment, critique and control.
In the period 1974±1989 public health physicians were called community physicians. There was confusion about their role. Some considered them to be providers of health services within the community; some regarded their major role as more strategic. With the main focus of the provision and commissioning of health services, including clinical services, shifting to the primary and general practice level, advantage of this should be taken.
For at least the past century public health services have had dual roles. One is the provision of community health services; the other, activities such as the planning of services in relation to need, and the investigation and control of infectious disease. This duality of function generated ambiguity about whether PHPs were`advisory' or executive. The opportunity of basing the health service`building block' on the PCTs should be seized. General practice should be encouraged and trained to deliver appropriate preventive and protective health servicesÐi.e. become responsible for community medicine with their associated nurses and therapists. PHPs should become more concerned with the development of systems of surveillance, devising methods for the prevention and control of disease and methods for the promotion of health in the population for which they are responsible.
For effective activity in public health, local knowledge is crucial. Thus PHPs must not be remote ®gures. But it is also important that suf®ciently wide specialist expertise is available locally. One individual is unlikely to be expert, say, in the prevention and control of infectious disease, programmes to discourage children from smoking and planning clinical services for stroke. Thus PHPs will need to work in teams. 300±500 teams (the possible number of PCTs in England) is far too many; 28 teams, the number of StHAs, is too few. The exact number should depend on geography and human resources. If there are about 150 teams and 9 regions it is questionable whether the StHAs provide a suitable level for public health activity.
There are several prerequisites for effective PH activity in such a structure.
. An annual public health report must be prepared for each PCT, which identi®es the major problems (and their solution). This should be a continuous process so that progress can be monitored . PHPs must have security of tenure and absolute freedom to communicate their ®ndings and express their views . PHPs must have an identi®able earmarked budget for enabling interventions to be developed . The activities of PHPs must be adequately monitored and evaluated and good practice disseminated . The Chief Medical Of®cer proposes major enhancements of infection control and health protection. This is crucial, and a modern public health law is required to enable effective action when necessary . In view of the need for PHPs to work in teams it may not be appropriate for the individual contract of employment to be held at PCT level. It would be better if PHPs were appointed by the regions and seconded to work in individual teams. The development of good working relations between these teams and PCTs working to promote community health (and medicine) will be crucial; experience suggests that con¯icts will be avoided by separation of PHPs from local health authorities . Public health research must be encouraged and funded at all levels. Adequate methods will need to be developed for the expansion of training and ®rm links established between the individual teams and local academic facilities.
CONCLUSION
If we wish to improve population health, to reduce the burden of disease, to lessen the inequalities in health outcome and health status, and to meet the challenge of global threats to health, the structure of the PH function must be radically reformed. We must not repeat the errors of the past or neglect the successes. V o l u m e 9 5 A p r i l 2 0 0 2 that the proposals put forward by the Government have not been subjected to scrutiny. This essay suggests a way forward.
